Paterson: Double Intranasal Dacryocystotormy behind. The mucous membrane over it is removed and when the bony wall is exposed its anterior part is chiselled away and the thin posterior part removed by forceps. The exposed wall of the tear-sac is now seized with forceps and a piece cut out. A probe can be passed into the sac and its position ascertained by palpating externally. The flap is replaced and held in position by some packing which is removed in twenty-four hours. If the sac is overlapped by an ethmoid cell, or the turbinate comes far forwards, it can be readily cut away. Where a deviation of the upper part of the septum contracts the field, a limited resection will give the desired room. The operation is not difficult to perform and its results are excellent.
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Slides were shown illustrating the external operation, dacryocystorhinostomy, suggested by Toti, an Italian rhinologist, and known by his name, which is carried out by an incision around the inner canthus and the sac detached and pushed forwards and outwards so as to give roorn for an opening to be made through the bony groove into the nose. After part of the sac wall, corresponding to the bony opening, is removed, the sac is replaced and drainage established into the nose as in the intranasal route.
It was considered that the intranasal operation showed certain advantages over the external: (1) It enables one to deal at the same timne with intranasal disease, which often accompanied diseases of the tearsac; (2) it involves little or none of the disturbance of the sac wall necessary in the external; (3) it is more easily carried out in conditions of external phlegmon; and (4) it leaves no scar. Double Intranasal Dacryocystotomy for Lachrymal Disease. By D. R. PATERSON, M.D. GIRL, aged 16. "Watering" of both eyes noticed for three years.
She had been treated two years ago for atrophic rhinitis, which was still present. About five weeks before admission a phlegmon appeared over the left lachrymal sac with the formation of an abscess or fistula. On the right side there was a blenorrhcea of the sac, a quantity of thin pus being evacuated on pressure. West's operation of opening the sac from the interior of the nose was done on both sides. On the right, part of the sac wall was overlapped by an affected ethmoidal cell, whicb was opened up; on the left it was necessary to resect the upper part of the septum in order to get room. The result of the operation was im-imediate and the fistula closed.
The case illustrates (a) some conditions of the tear-sac brought about by stenosis-viz., blenorrhcea of the sac, dacryocystitis, phlegmon, and fistula, and their dependence often upon a nasal affection-e.g., of an anterior ethmoidal cell, which miay be laid bare only by operation; (b) the intranasal conditions usually met with in the operation; (c) the advantages of the intranasal route to the lachrymal sac.
DISCUSSION.
Mr. HARMER congratulated the President on bringing the subject forward, aIS it was of great importance to the Section, particularly as it was generally recognized by ophthalmic surgeons that the ordinary excision of the sac from outside produced results which were far from satisfactory; indeed, many were complete failures. He saw a gentleman, aged 27, who had had epiphora since he was aged 15, following upon an injury. He had consulted ophthalmic surgeons in different parts of the world, and had spent £2,400 on operations of various kinds, but none of them had done good. In this country he did not think there had been enough experience to know what the results of the intranasal operations were. They were easy to perform. The first results were quite satisfactory.
Mr. HERBERT TILLEY asked what was the swelling in the right nostril; it appeared to be the anterior end of the middle turbinal. He had done the operation only once, and that was last week, so he could not say anything definite about results. It appeared to be easy when the ethmoidal cell had been got out of the way, with the finger externally on the lachrymal sac to prevent damage being done. In the case of a very narrow nose the operation might resolve itself into a difficult procedure.
Mr. DONELAN thought the difference of opinion as to the merits of the external and internal methods would be settled by a more careful selection of cases for each mode of operating. It seemed to him that those in which the obstruction was very high up in the lachrymal canal, or which were of purely ocular origin, would be better treated by the external operation, whichjhad, moreover, the advantage of not opening healthy ethmoidal cells. On the other hand, in cases due to intranasal disease the internal method would be found preferable. The countrymen of Toti appeared to be as much exercised by'this question as we were here, and the January issue of the Italian Archives of Otology' had a very good paper by Professor Ferreri on the whole subject, favouring, however, the external route. Dr. Donelan thought it was Strazza who first performed and described the operation now known as West's, in Arch. Ital. di Otol., Torino, 1914, xxv, pp. 18-28 (with bibliography).
the same year, 1904, as Toti published his external method.' The term " torus " was, he thought, first applied by Kopsche to the swelling formed within thle nose by the lachrymal apparatus.
Mr. HOWARTH said that he agreed witlh Mr. Harmer that this was an operation that they would all have to perform: he thought that the cases which would probably come under their notice would not be simple stenosis cases, but those of purulent dacryocystitis, where the suppuration was being kept up by a diseased ethmoidal cell. His experience was limited to two cases in which excision of the lachrymal sac had failed to cure the condition. He did West's operation, but could not say that he found it particularly easy, as the ascending process of the superior maxilla appeared to overhang the duct and made the approach difficult. This operation was satisfactory in that it enabled the surgeon to deal effectively with those anterior ethmoidal cells whicli lie in front of the hiatus semilunaris and abut on the lachrymal duct. It was as yet early to say what the results were likely to be.
Dr. JOBSON HoRNE foresaw that at no distant date a large number of cases of dacryocystotomy, and of new instruments for the performance of the operation, would be brought under their notice. He expressed the hope that an op)eration which promised to be beneficial in suitable cases would not be brought into ridicule and discredit by eagerness out-running discretion; and that they would hear more of the contra-indications and of the difficulties in performing the operation.
Dr. DAN MCKENZIE showed a case in which the operation was done eighteen months ago. It was shown before the Section last year. He had not seen it for eight months and one could not now see any signs of the operation wound in the nose. The patient was quite cured. On6di had recently published a book on the "lachrymal sac and duct ' which gave an excellent description of the anatomy of the region as well as an account of the intranasal surgical measures which had been proposed and carried out.
Mr. E. D. DAVIS said the ophthalmic surgeon at Charing Cross Hospital had promised to send on some of these cases. On the cadaver the operation did not seem to him difficult. One patient, however, had a very deep middle meatus and an overhanging nasal process, and that was a very difficult operation. Ten cases had been recorded by Mr. Leighton Davies, ophthalmic surgeon at Cardiff, in which Toti's operation was done, and in seven there were very good results. Cohn, of Charlottenburg, did the intranasal operation seventeen times, but he did not give his results.
The PRESIDENT, (Dr. D. R. Paterson) said the question of slitting the canaliculus to introduce a probe was a point of controversy between Polyak and West. West usually slit the punctum and introduced a stile, and that made it easier. Polyak held that the suction action of the punctum was thereby interfered with, and it was not desirable to do that more than could be helped. In his own cases he (the President) had not touched the punctum, except to syringe through afterwards. As Mr. Tilley said, one could easily feel the probe in the sac from the outside; one could also easily measure by one's eye, and determine the position of the sac. In answer to Dr. Donelan, he did not enter into the history of the operation; but, as he pointed out, the first to do the operation was Strazza, of Genoa, who did it in 1904, though he had not done any since. West had done 130 cases, with a very large percentage (90) of what may be regarded as cures. The latest figures from Polyak were forty-two operations. West had a very favourable opportunity, from the fact that Professor Silex, who had a very large eye clinic in Berlin, handed over every case of the kind to him, Professor Silex believing, from his large experience as an ophthalmologist, that more could be done for lachrymal sac disease by approaching it from the nasal side. He thought that attitude would be taken generally, when sufficient experience of the lasting results of the operation had been gained, for it was not difficult to carry out, and its success was striking.
Resection of the Pharynx for Carcinoma. At the patient's request a radical operation was performed in November. A strip of the right pharyngeal wall, i in. broad, was retained.
The case illustrates the spontaneous adaptability of the parts still in process of healing. Facial palsy was produced by a verv extensive gland operation with resection of the sternomastoid.
